Sir,

There have been several instances of endotracheal tube kink reported in literature. However, kinking and obstruction of an armored tube is uncommon\[[@ref1]\] and difficult to diagnose. We hereby present a case of airway obstruction due to concealed kinking of the flexometallic tube at the point of its fixation with tapes during a neurosurgery in prone position.

A 1-year and 9-month-old female child was posted for emergency repair of a leaking lumbosacral meningomyelocele in prone position. Preoperatively, the child had a history of mild cough (nonproductive) without any fever or nasal catarrh for 5 days and taking antitussive, antiallergic medication along with steam inhalation. There was no other medical history, apart from a congenital meningomyelocele, which had started leaking the night before presentation to our tertiary care center. The chest was bilaterally clear with no other laboratory or systemic abnormalities. Preoperative Glasgow coma scale was 15, and all vital parameters were within normal limits. Standard general anesthesia with muscle relaxation and endotracheal intubation was administered with the insertion of a 4.5 mm uncuffed oral flexometallic tube. After confirming bilateral air entry, the wire-reinforced tube was fixed with tapes at the 14 cm mark to the right corner of the mouth, before turning the patient prone. After an uneventful surgery, the child was turned supine, and preparations for reversal and extubation were made. On initial return of spontaneous respiration, there was a slight increase in the end-tidal CO~2~ (ETCO~2~) levels, and there was increased resistance felt in the ventilation bag of the pediatric circuit (Jackson Rees modification of Ayre\'s T-piece). In view of a previous history of cough and raised bag resistance, a decision to perform endotracheal tube suction was made under sterile conditions. Suction catheter could not be passed beyond the corner of the mouth. Successively smaller suction catheters could also not be negotiated beyond that point, despite successful ventilation through a pediatric Ambu bag. No obvious tube kink or obstruction was visible on direct laryngoscopic inspection of the oropharyngeal cavity. Immediately, preparations were made to change the flexometallic tube to a normal polyvinyl chloride uncuffed tube of equivalent size after adequate preoxygenation and keeping the difficult airway cart ready. On removal of the armored tube and oral suction, an uncuffed 4.5 mm portex tube was inserted using direct laryngoscopy and bilateral air entry confirmed. A suction catheter was now able to be passed through the fresh endotracheal tube and thin, watery secretions suctioned out. The child was then extubated using standard extubation protocols. The child maintained oxygen saturation and other vital parameters well during the entire perioperative period. The rest of the postextubation period was uneventful.

On closer examination of the removed flexometallic tube, no kink was visible from outside till the time the fixation tapes were removed completely. A definite kink was noticed at the external diameter of the armored tube at the 14 cm mark, which was concealed in the intraoperative period under the wraps of the fixation tapes \[Figures [1](#F1){ref-type="fig"} and [2](#F2){ref-type="fig"}\]. Tube obstruction was diagnosed only at the time of extubation due to nonpassage of suction catheters. Ventilation despite a tube kink has been reported in literature.\[[@ref2]\] Other factors supporting a tube obstruction were the slowly rising ETCO~2~ and airway resistance\[[@ref3]\] on turning the child supine. Sustained external pressure on the flexometallic tube at the site of tube fixation in the prone position could have resulted in tube kinking. We acted promptly on suspicion of tube obstruction, by immediate tube change, confirming bilateral air entry, and passage of suction catheter through the fresh endotracheal tube. The external tube kink, which is uncommon in an armored tube, was visible only on removal of the fixation tapes. This concealed flexometallic tube kink at the fixation point is a rare complication, with disastrous consequences, if not diagnosed and managed promptly. There have been several instances of tube blockade or kinking in pediatric anesthesia and in surgeries done under prone position.\[[@ref4]\] Eternal vigilance by the anesthesiologist along with quick securing of the airway with a fresh tracheal tube is the key to success.\[[@ref5]\]
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